Necessary resection of the left lower lobe due to systemic arterial supply  by Jaspers, Rogier et al.
Necessary resection of the left lower lobe due to systemic
arterial supply
Rogier Jaspers, MD,a Wout Barendregt, MD, PhD,a Gijs Limonard, MD,b and Frank Visser, MD,b
Nijmegen, The Netherlands
Symptomatic lung sequesters are usually treated withresection.1 Most often the aberrant arterial supply isligated or reimplanted onto the pulmonary artery.Baek and colleagues2 recently described a patient with
anomalous arterial supply of a left basal segment of the lung in
which mere ligation of the anomalous artery produced a satis-
factory result.2 We present a similar case in which resection had
to be performed despite our initial goal to preserve the entire
lung.
Clinical Summary
A 34-year-old man was referred with recurrent episodes of hemop-
tysis. Chest radiography showed enhanced vascularization in the
lower left quadrant. Computed tomographic scan revealed a solid
lesion in the posterobasal segment of the left lower lobe with an
anomalous artery originating from the descending aorta (Figure 1).
An aortogram confirmed the presence of a single accessory artery
from the descending aorta and normal venous drainage to the left
atrium. There was a matched defect in the ventilation-perfusion
scan of the lung.
A left posterolateral muscle-sparing thoracotomy was per-
formed. Basal segments of the left lower lobe showed increased
vascularization. In the fissure there were normal pulmonary artery
branches supplying the lower lobe. The anomalous artery from the
descending aorta was easily identified and ligated with a vascular
stapler. After ligation, the shape and color of the lung remained the
same during the procedure and arterial oxygenation.
Initially the patient recovered well from the operation, but
fever developed on postoperative day 5. Chest radiography
showed an infiltrate in the left lower lobe. Antibiotics were
started for the presumed diagnosis of postoperative pneumonia.
The patient recovered and was discharged without symptoms on
postoperative day 8. Two weeks after discharge the patient was
readmitted with fever, the same dense infiltrate on chest radi-
ography, and left-sided pleural effusion. Computed tomographic
scan confirmed pleural effusion and showed a collapsed left lower
lobe with vital lung tissue ventrally and hypodense tissue dorsally
and caudally, indicative of necrosis. A rethoracotomy was per-
formed, and the left lower lobe was resected in a standard manner.
After the second operation, the patient recovered without episodes
of fever and was discharged uneventfully on postoperative day 10.
Histologic examination of the resected left lower lobe showed
hemorrhagic infarction with substantial necrosis and an abnormal
connection of the affected lung tissue with the tracheobronchial
tree, consistent with an intralobar sequester.
Discussion
Although normal pulmonary vascular supply was seen during
the first operation, the affected left lower lobe became necrotic
after ligation of the anomalous artery from the descending
aorta. As stated by Baek and colleagues,2 it is difficult to
diagnose the presence of a normal pulmonary artery in the
diseased segments of the lung, probably because of flow from
the anomalous artery. Even during operation, visualization of
the pulmonary arterial supply to the affected lung segment and
unchanged shape, color, or arterial oxygenation after ligation of
the anomalous artery do not guarantee vital lung tissue after
operation. In this case the preoperatively matched defect in the
ventilation-perfusion scan and angiographically confirmed ve-
nous drainage in the left atrium were highly suggestive of an
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Figure 1. Computed tomographic scan reconstruction showing
the normal pulmonary artery and solitary accessorial anomalous
artery arising from the descending aorta.
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intralobar lung sequester, as was confirmed with histologic
examination of the resected left lower lobe. In retrospect, the
benefit of preserving a small diseased segment of the lung
seemed minor compared with the risk of infection and reopera-
tion in case of necrosis. Therefore, we believe that resection of
the affected lung segment remains the safest treatment option
for symptomatic intralobar lung sequester.
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False-positive mediastinal lymph
node activity on positron emission
tomographic scan after adjuvant treatment
of gynecologic malignancies
Bryan A. Whitson, MD, Sara J. Runge, BS, Shawn S. Groth, MD,
and Michael A. Maddaus, MD, Minneapolis, Minn
After patients have undergone adjuvant treatment forgynecologic malignancies, newly positive mediastinallymph nodes (LNs) on integrated 18-fluorodeoxyglucose(FDG) positron emission tomography (PET) and
computed tomography (CT) images may suggest recurrent meta-
static disease. We present the cases of 2 patients who underwent
cytoreductive abdominal surgery and adjuvant chemoradiation for
gynecologic malignancies whose subsequent follow-up surveil-
lance FDG-PET/CT scan results revealed PET-positive mediasti-
nal LNs. Neither patient had any previous thoracic disease, and
prior FDG-PET results were negative.
Clinical Summary
Patient 1
A 57-year-old woman with stage IIIc endometrioid uterine adeno-
carcinoma underwent total abdominal hysterectomy, bilateral
salpingo-oophorectomy, pelvic LN dissection, cytologic washings,
and omentectomy. Final pathology demonstrated tumor invasion
into the myometrium, positive estrogen and progesterone receptors
on the tumor, and metastasis to 2 of 31 resected pelvic LNs. Three
cycles of systemic chemotherapy (docetaxel and carboplatin),
whole pelvic radiotherapy and brachytherapy, and 3 additional
cycles of chemotherapy (docetaxel and carboplatin) were given.
An integrated FDG-PET/CT scan obtained 6 months after com-
pleting adjuvant treatment revealed newly positive perihilar and
subcarinal LN, raising concerns of metastatic disease (Figure 1).
Her carbohydrate antigen (CA)-125 level was 13 mg/dL (normal
range, 0-30 mg/dL). Diagnostic mediastinoscopy (stations 3, 4R,
and 7) was performed; the LN biopsy results demonstrated ne-
crotic granulomas negative for fungi, mycobacteria, and malig-
nancy. A repeat FDG-PET/CT scan 6 months later demonstrated
resolution of all abnormal metabolic activity (Figure 1, C). Follow-
up CA-125 levels have remained normal. Two years after the
initial operation, she is alive without evidence of recurrent
disease.
Patient 2
A 61-year-old woman with stage Ic uterine carcinosarcoma under-
went total abdominal hysterectomy, bilateral salpingo-oophorectomy,
pelvic LN dissection, cytologic washings, and omentectomy. Final
pathology demonstrated myometrial and angiolymphatic invasion.
None of the pelvic LNs were positive (0/25) for malignancy. She
underwent 3 cycles of adjuvant chemotherapy (cisplatin and ifos-
famide), whole pelvic radiotherapy, and 3 additional cycles of
systemic chemotherapy (cisplatin and ifosfamide). An integrated
FDG-PET/CT scan obtained 4 months into her chemoradiation
treatment demonstrated newly positive perihilar and subcarinal
LNs, raising concerns of metastatic disease. Diagnostic mediasti-
noscopy (stations 4R and 7) was performed. The LN biopsy results
demonstrated normal LN with no pathologic disease and were
negative for fungi and mycobacteria. Follow-up FDG-PET/CT
imaging 9 months later demonstrated resolution of the abnormal
mediastinal metabolic activity. Her CA-125 level was 45 mg/dL at
the time of mediastinoscopy and 12 mg/dL at the time of repeat
imaging. Fourteen months after the initial operation, she is without
evidence of recurrent disease.
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